THE STUDY
I believe that there is a substantial body of American studies on bereaved by suicide, which -despite potential methodological concerns -might address related objectives and might be worth referencing.
GENERAL COMMENTS
It is an interesting study examining outcomes related to mental and physical health of parents before and after bereavement by child's suicide. The study has an acceptable response rate, which lowers the risk of sampling bias. Also, it is laudable that the authors examine for pre-exiting conditions prior to bereavement (see below). The questions of the scales are very specific and likely to be underreported for the period preceding the loss.
Minor comments:
-You might want to begin you Result sentence in the Abstract with "In all,". -Consider skipping the last sentence of the Introduction in the main manuscript -it is covered in the following section. You could add a sentence on the relevance of the study if preferred.
-Is there any clear definition of the timing of the questions for the pre-and post-bereavement conditions? Were the questions specifically formulated as 'before' and 'after' for the bereaved while the terms 'more than 10 years ago' and 'less than 10 years ago' were used for the matched controls? It would be good with a deeper explanation of this in the Method section and an equivalent consideration in the strength/limitations of the Discussion.
-Also, if I understand the footnote of Table 2 correctly 'during last 10 years' was interpreted as 'after child's death' -how does this fit with the actual timing of the bereavement? -Please express the similarities presented in Table 1 in more statistical terms, i.e. by demonstrating that there are no significant differences.
THE STUDY
The two ORs (2.6 and 2.3) presented in table 3 and in the abstract suggest that the authors wanted to show effect modification of the association between bereavement and depression by long term psychological premorbidity. However, this specific interest is not mentioned as an hypothesis in the introduction. Nor is it in the data analysis (statistical interaction).
It is unclear how valid the questions about psychological premorbidity 10 years ago actually are . Has this not been validated (by others)?
It is concluded that in parents who lost a child through suicide in Sweden no higher prevalence of long-term psychological premorbidity was found than in parents who had not lost a child. This is, however, not supported by the data. In table 2 it is shown that there is a statistically significant higher prevalence of medication against low mood or depression more than 10 years ago (OR: 1.5 (95%CI 1.0 -2.4) in suicide bereaved than non-bereaved parents. Although this was not significant this also regarded a first psychiatric diagnosis and medication against anxiety. This means that the conclusion from the authors is not supported by the data. It is unclear why the investigators use two different regression, i.e. log-binomial and logistic. Why not use logistic regression throughout?
The question of interaction between premorbidity and bereavement effect is not in the analysis.
Although the limitation that the increased risks of depression may not be specific to bereavement by suicide but may also be implicated in other causes of bereavement is adequately discussed . Howver, the authors have failed to refer to a recent study in which it was shown that parents who lost their child through a motor vehicle accident had similarly increased depression risks as those by bereavement (Bollon et al. JAMA Psychiatry. 2013; 70(2) :158-167). 0 in table 2 on which the main conclusion is based is hard to interpret given the other OR in that table of which 3 were higher than 1.0.
RESULTS & CONCLUSIONS
This also questions the validity of the stratified results in table 4.
More specifically, in table 2 it is shown that there is a statistically significant higher prevalence of medication against low mood or depression more than 10 years ago (OR: 1.5 (95%CI 1.0 -2.4) in suicide bereaved than non-bereaved parents. Although this was not significant this also regarded a first psychiatric diagnosis and medication against anxiety.
This means that the conclusion from the authors is not supported by the data.
GENERAL COMMENTS
This is a valuable data set. In my view it is possible to redo the analysis and draw more credible conclusions. I sicerely hope that the authors will engage in this as the topic is very important. 1.2 It is an interesting study examining outcomes related to mental and physical health of parents before and after bereavement by child's suicide. The study has an acceptable response rate, which lowers the risk of sampling bias. Also, it is laudable that the authors examine for pre-exiting conditions prior to bereavement (see below). The questions of the scales are very specific and likely to be underreported for the period preceding the loss.
VERSION 1 -AUTHOR RESPONSE
Response: We thank the reviewer for the positive remarks.
Minor comments: 1.3 You might want to begin you Result sentence in the Abstract with "In all,".
Response: We have corrected the sentence according to suggestion.
In all, 94 (14%) suicide-bereaved and 51 (14%) non-bereaved parents (relative risk 1.0; 95% CI 0.8 to 1.4) had received their first treatment for psychological problems or had been given a psychiatric diagnosis more than ten years earlier.
1.4 Consider skipping the last sentence of the Introduction in the main manuscript -it is covered in the following section. You could add a sentence on the relevance of the study if preferred.
Response: We have removed the last sentence of the Introduction and added the sentences:
In a recent Canadian register study previous psychological morbidity was found to be more prevalent among suicide-bereaved parents than non-bereaved control parents;9 we do not know if these results are relevant for European communities.
1.5 Is there any clear definition of the timing of the questions for the pre-and post-bereavement conditions? Were the questions specifically formulated as 'before' and 'after' for the bereaved while the terms 'more than 10 years ago' and 'less than 10 years ago' were used for the matched controls? It would be good with a deeper explanation of this in the Method section and an equivalent consideration in the strength/limitations of the Discussion.
Response: The definition of premorbidity was identical for the bereaved and non-bereaved, but our previous specification of the answer alternatives for the premorbidity questions were unclear and the footnote of Table 2 has been clarified. The bereaved and non-bereaved were both given the opportunity to specify "more than 10 years earlier" or "during the last 10 years", while the bereaved who responded "during the last 10 years" were asked to further specify if this was before or after the child's death. Premorbidity was defined as a response of "more than 10 years earlier" to any of the four questions, for both participant groups. We have added the pre-bereavement questions to the method section:
We used four questions with a follow-up question to measure psychological premorbidity: 1) "Have you ever been given treatment for psychological problems such as depression, anxiety, psychosis, or personality disorder?" Treatment was defined as treatment prescribed by a physician, e.g. medication, electroconvulsive therapy [ECT], or conversational therapy. "If yes, when did you receive your first treatment?" 2) "Have you ever been given a psychiatric diagnosis e.g. depression, panic disorder, psychosis, or personality disorder?" "If yes, when were you given your first diagnosis?" 3) "Have you during a period of your life medicated against anxiety?" "If yes, when did you take your first medication?" 4) "Have you during a period of your life medicated against low mood or depression?" "If yes, when did you take your first medication?" The answer categories were "more than 10 years earlier" and "during the last 10 years" for the non-bereaved and "more than 10 years earlier", "during the last 10 years, before my child's death" and "during the last 10 years, after my child's death" for the non-bereaved.
1.6 Also, if I understand the footnote of Table 2 correctly 'during last 10 years' was interpreted as 'after child's death' -how does this fit with the actual timing of the bereavement?
Response: Please see the response to the previous question.
1.7 Please express the similarities presented in Table 1 Response: Our intent was not to show effect modification, but rather to study whether there were differences in premorbidity between the suicide-bereaved and non-bereaved, and whether there was an association between bereavement and depression (as well as other current outcomes). For this association, psychological premorbidity has previously been pointed out as an important confounder although as of yet not carefully studied, and it was for this reason we chose to present our results stratified by premorbidity.
Also, in line with the reviewer comments, we have chosen to focus primarily on the results for the participants without premorbidity (see our response to comment 2.3 below). We have added the absolute risks to the manuscript, but prefer not to include any formal tests for interaction. We hope this is acceptable for the reviewer and the editor.
In the Results:
When stratified according to psychological premorbidity, the prevalence of moderate to severe depression among those with premorbidity was 33 of 93 (35%) among the bereaved versus 7 of 51 (14%) among the non-bereaved (RR; 2.6 95% CI 1.2 to 5.4), while among those without premorbidity the corresponding prevalences were 82 of 560 (15%) among the bereaved versus 21 of 323 (7%) among the non-bereaved (RR 2.3; 95% CI 1.4 to 3.6).
2.2 It is unclear how valid the questions about psychological premorbidity 10 years ago actually are.
Has this not been validated (by others)?
Response: To the best of our knowledge, there are no validated (by others) questions created to capture psychological premorbidity. We validated all the questions in the study-specific questionnaire in a thorough four-year preparatory study described in our methodological paper published in Crisis (Omerov P, Steineck G, Runeson B, et al. Preparatory studies to a population-based survey of suicide-bereaved parents in Sweden. Crisis 2013;34:200-210.). We have no indication that the groups of suicide-bereaved and non-bereaved parents, with and without psychological premorbidity would systematically interpret the questions differently.
2.3 It is concluded that in parents who lost a child through suicide in Sweden no higher prevalence of long-term psychological premorbidity was found than in parents who had not lost a child. This is, however, not supported by the data. In table 2 it is shown that there is a statistically significant higher prevalence of medication against low mood or depression more than 10 years ago (OR: 1.5 (95%CI 1.0 -2.4) in suicide bereaved than non-bereaved parents. Although this was not significant this also regarded a first psychiatric diagnosis and medication against anxiety. This means that the conclusion from the authors is not supported by the data.
Response: The prevalence of psychological premorbidity, defined as occurrence more than 10 years earlier of at least one of the four factors treatment for psychological problems, a psychiatric diagnosis, medication against anxiety, or medication against low mood, was very similar between bereaved and non-bereaved (14% and 14% respectively; Table 2 ). This definition allows us to sort out the participants without any of the four forms of premorbidity from those with premorbidity. We did a modest interpretation in that we did not find a higher prevalence of psychological premorbidity among the suicide-bereaved which we do believe is supported by the data, but we made no comment about the severity of the premorbidity.
However, as the reviewer points out a number of these premorbidity factors were more prevalent in the group of suicide-bereaved than among the non-bereaved (although none of them were statistically significant; the RR for medication against low mood only appeared to be due to rounding of 0.95 to 1.0). This reflects that the 14% of the bereaved that reported some form of premorbidity more often indicated several of the premorbidity factors than the 14% among the non-bereaved with some form of premorbidity. This may suggest that among those with premorbidity, the bereaved may have more severe morbidities than the non-bereaved parents. On the other hand, the bereaved and nonbereaved without premorbidity should be homogenous in terms of these four premorbidity factors, and we believe that these groups are comparable.
We have therefore revised the manuscript to focus primarily on the bereaved and non-bereaved without premorbidity, and have made the following changes.
In the Abstract, Results:
In all, 94 (14%) suicide-bereaved and 51 (14%) non-bereaved parents (relative risk 1.0; 95% CI 0.8 to 1.4) had received their first treatment for psychological problems or had been given a psychiatric diagnosis more than ten years earlier. The prevalence of moderate to severe depression was 115 (18%) in suicide-bereaved versus 28 (7%) in non-bereaved (RR 2.3; 95% CI 1.6 to 3.5). For those without psychological premorbidity, the relative risk was 2.3 (95% CI 1.4 to 3.6).
In the Abstract, Conclusions:
In parents who lost a child through suicide in Sweden we did not find a higher prevalence of long-term psychological premorbidity than among parents who had not lost a child; the more than twofold risk of depression among the bereaved, can probably be explained by the suicide and the stressful time preceding the suicide.
In Results, Primary outcomes:
Altogether 94 of 663 (14%) suicide-bereaved and 51 of 377 (14%) non-bereaved parents (RR 1.0; 95% CI 0.8 to 1.4) reported that they had received their first treatment for psychological problems or had been given a psychiatric diagnosis more than ten years earlier, although the bereaved had somewhat higher prevalences for all the individual single-item questions (table 2) .
In Discussion:
However, the 14% of the bereaved with premorbidity more often reported several forms of premorbidity as compared to the 14% of the non-bereaved with premorbidity, possibly reflecting more severe afflictions. Among those without premorbidity, the bereaved parents had a more than twofold higher risk of moderate to severe depression two to five years after the loss, as measured by PHQ-9.
In Discussion, Conclusions:
Our finding that the suicide-bereaved parents' prevalence of psychological premorbidity was not higher than the non-bereaved parents' prevalence adds important information for further intervention studies. The knowledge is also valuable for contradicting the prejudiced assumption that suicide primarily occurs in especially vulnerable families.
We have also added a footnote to Table 2 to clarify that the RR of medication for low mood or depression was not statistically significant.
2.4 It is unclear why the investigators use two different regression, i.e. log-binomial and logistic. Why not use logistic regression throughout?
Response: We believe that relative risks are easier than odds ratios to comprehend, which is a concern to us as we believe our results may be important to clinicians who are not always familiar with statistical methodology. For example prevalences of 30% vs 10% will give a relative risk of 3.0, but an odds ratio of 3.9, and if this OR were to be presented by itself it might be misinterpreted as reflecting a near fourfold higher occurrence while the occurrence is actually threefold. We prefer to keep the results as they are, using relative risks when possible.
2.5 The question of interaction between premorbidity and bereavement effect is not in the analysis.
Response: Our intent was not to show effect modification, but rather to study whether there were differences in premorbidity between the suicide-bereaved and non-bereaved, and whether there was an association between bereavement and depression (as well as other current outcomes). For this association, psychological premorbidity has previously been pointed out as an important confounder although as of yet not carefully studied, and it was for this reason we chose to present our results stratified by premorbidity. More specifically, in table 2 it is shown that there is a statistically significant higher prevalence of medication against low mood or depression more than 10 years ago (OR: 1.5 (95%CI 1.0 -2.4) in suicide bereaved than non-bereaved parents. Although this was not significant this also regarded a first psychiatric diagnosis and medication against anxiety.
Response: As mentioned above, the definition allows us to distinguish the vast majority among both bereaved and non-bereaved that reported none of the premorbidities, two groups which should be comparable. Please see our response to comment 2.3 for a full list of our revisions.
2.8 This is a valuable data set. In my view it is possible to redo the analysis and draw more credible conclusions. I sicerely hope that the authors will engage in this as the topic is very important.
Response: We thank the reviewer for the encouraging remarks concerning our data set, and hope that the reviewer and the editor will be satisfied with our revised manuscript. 
GENERAL COMMENTS
Please check sentence 16-18 on page 8 ("The answer categories…"): the last part on "after my child's death" for the nonbereaved" seems to be a copy/paste error.
REVIEWER
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